SUMMARY The clinical data of 180 episodes of upper gastrointestinal bleeding in 168 patients with cirrhosis of the liver are examined. The source of bleeding had been determined by early endoscopy in all cases. In men under the age of 50 years, and without symptoms of liver failure, bleeding was due to ruptured gastro-oesophageal varices in 84 % of cases. Severe liver failure was associated with acute lesions of gastric mucosa in many cases. No presumptive diagnosis of the source of haemorrhage could be based on the examination of other clinical data (presence of ascites, mode of presentation and pattern of bleeding, history of ulcer disease, alcoholism, and previous medication).
It is universally accepted that early endoscopy is the most efficient method of diagnosis in upper gastrointestinal haemorrhage (Palmer, 1969; Dupuy et al., 1971; Sugawa et al., 1973; Bordas et al., 1973; Hoare, 1975) . Endoscopy has shown that the rupture of gastro-oesophageal varices accounts for rather less than half the number ofepisodes of haemorrhage in cirrhotics. Other sources of bleeding are gastroduodenal ulcers or acute mucosal lesions, and many patients bleed from several lesions simultaneously (Palmer, 1969; Khodadoost and Glass, 1972; Waldram et al., 1974; Rueff, 1974; Hoare, 1975) .
In patients with haemorrhage, radiology cannot normally detect acute ulcers or erosions, and the detected lesion may not be the source of bleeding.
These considerations would seem to warrant permanent endoscopy facilities, at least in special units where bleeding patients are often received, and in the emergency wards of general hospitals. In most cases, patients with gastrointestinal bleeding are first seen in centres where endoscopic examinations are not performed, so that this procedure is delayed and management has to be based on clinical observation.
In this paper a review is made of the clinical data of 168 patients with cirrhosis of the liver and gastrointestinal bleeding, submitted to early diagnosis by endoscopy. The value of those data as an indication of the source of bleeding is examined. ' (aspirin, corticosteroids, phenylbutazone) .
The severity of liver disease was graded 1 or 2 depending on whether there had been symptoms of liver failure (jaundice, ascites, encephalopathy, or weight loss) before the haemorrhage (Maillard and Rueff, 1970; Terds et al., 1974) . Patients with none of these symptoms or with only one were graded 1, and those with two or more were graded 2.
Haemorrhage was defined as 'massive' when more than 300 mi/h of blood was required for six hours or more to maintain a normal blood pressure, and as 'relapsing' when there were repeated episodes of bleeding after admission. The term 'persistent' haemorrhage was applied when bleeding lasted for more than 60 hours or when more than 3000 ml blood were transfused, independently of the duration (Teres et al., 1974) .
Results
The frequency of lesions responsible for the haemorrhage in the 193 episodes examined is reported in Table 1. SEX AND AGE Gastro-oesophageal varices were more often the cause of bleeding in patients under the age of 50 years (68 7%) than in older patients (43 9%) (p < 0-01), and more often in men (58-8%) than in women (35-8%) (p < 0-01) ( One hundred and one of the patients were chronic alcoholics, but the distribution of bleeding lesions was uniform among alcoholics and non-drinkers (Table 3 ). In 43 cases there was a history of drug ingestion, but no relationship could be found between this and the cause of the bleeding (Table 3) .
SEVERITY OF LIVER DISEASE
The distribution of the lesions responsible for the haemorrhage varied slightly according to the severity of the liver disease ( (Palmer, 1969; Khodadoost and Glass, 1972; Bordas, et al., 1973; Rueff, 1974; Waldram et al., 1974; Hoare, 1975) .
For the rational management of bleeding in these patients, including their medical and/or surgical treatment, the source of the haemorrhage must be identified. Early endoscopy has remarkably improved the rate of accurate diagnosis in gastrointestinal haemorrhage and has replaced other diagnostic measures, including radiography. Many bleeding lesions, particularly erosions and acute ulcers, aret underdiagnosed on barium meal examination (Crook et al., 1972) , and, conversely, radiology may show more than one possible source of bleeding. Endoscopy should be carried out as soon as possible; if it is delayed, acute gastric lesions may heal and disappear.
The purpose of this study was to investigate whether some clinical data might be of diagnostic help when early endoscopy is not available. For most of the data the results were negative. Even the history of peptic ulcer was of no help, since only one-third of the patients with such a history bled from the ulcer, whereas two-thirds of the patients with a bleeding ulcer had no previous history.
Alcohol has been considered a cause of haemorrhagic gastritis, and several series of patients have been reported in whom bleeding acute erosions of the gastric mucosa developed after a massive intake of alcohol (Khodadoost and Glass, 1972; Sugawa et al., 1973; Dagradi et al., 1973) . Aspirin and other drugs, phenylbutazone, and corticosteroids have also been considered to be a cause of upper gastrointestinal haemorrhage from AML (Valman et al., 1968; Crook et al., 1972; Sugawa et al., 1973) . In this series, none of these antecedents provided any useful information; the incidence of gastric lesions bore no relationship to a history of previous medication. These facts may suggest that in patients with portal hypertension, substances which irritate the gastric mucosa can induce bleeding from any pre-existing lesion, including varices.
From the observation of gastro-oesophageal reflux in patients with cirrhosis and voluminous ascites, it was supposed that the increased abdominal pressure caused by the fluid must favour the rupture of varices (Simpson and Conn, 1968 
